Background: Positive results between caseloads and outcomes have been validated in several procedures and cancer treatments. However, there is limited information available on the combined effects of surgeon and hospital caseloads. We used nationwide population-based data to explore the association between surgeon and hospital caseloads and survival rates for major cancers.
Introduction
Cancer is a leading cause of death worldwide and it accounted for 7.6 million deaths (13% of all deaths) in 2008 [1] . In Western countries as well as Taiwan, lung cancer, breast cancer, colorectal cancer, prostate cancer, and head and neck cancer are the most common causes of malignant tumors [1, 2, 3] . Cancer treatment is now a serious socioeconomic problem and an important public health issue which deserves more attention.
A positive association with caseload volume and outcomes has been observed in many procedures and cancer surgeries [4, 5, 6] . Previous studies have indicated that increased numbers of procedures for hospitals or surgeons were associated decreased perioperative morbidity and complications, or shortened length of stay [4, 7] . For lung cancer, breast cancer, and colon cancer surgeries, patients who underwent treatment at hospitals or with surgeons that perform a large number of procedures are likely to survive longer than others [8, 9, 10] [11, 12] . Part of this phenomenon could be explained by the understanding that ''practice makes perfect;'' ''selective referral'' may be an alternative explanation in other cases [6, 13] . Most studies explored the benefits of increased caseload and cancer operative mortality or survival rates at the hospital level or surgeon level. The combined effects of surgeon and hospital caseloads on cancer operative mortality rates has been explored in the past, but there is little data available on the combined effects of surgeon and hospital caseloads on cancer survival rates [14, 15] .
The purpose of this study was to test the hypothesis that cancer patients treated by low-volume surgeons in low-volume hospitals incur poor survival rates, compared with those treated by highvolume surgeons in high-volume hospitals.
Materials and Methods

Ethics Statements
This study was initiated after being approved by the Institutional Review Board of Buddhist Dalin Tzu Chi General Hospital, Taiwan. Because the identification numbers and personal information of the individuals included in the study were not included in the secondary files, the review board stated that written consent from patients was not required.
Patients and Study Design
We used data from 2002 to 2006 from the National Health Insurance (NHI) Research Database, which covered medical benefit claims for over 23 million people in Taiwan (approximately 97 percent of the island's population). Patients with major cancers in Taiwan, including breast cancer, colorectal cancer, lung cancer, prostate cancer, and head and neck cancer, who received surgical treatment with or without adjuvant therapy in the year 2002 were included (Appendix S1). Physicians were sorted by their total patient volumes using unique physician identifiers in this database. Patients were assigned to be treated by low-volume and highvolume surgeons. Hospitals were sorted using similar methods Figure 1 ) [16] . Detailed procedures for defining high or low caseload were explained in Figure 1 . The cancer patient data was then linked to mortality data for the years 2002 to 2006.
Measurements
The key dependent variable of interest was the 5-year survival rate of cancer patients. The key independent variables were the combined effects of surgeon and hospital caseloads, which were sorted into groups based on volume (high volume hospital-high volume surgeon, high volume hospital-low volume surgeon, low volume hospital-high volume surgeon, and low volume hospitallow volume surgeon). Patient demographics included age, gender, geographic location, treatment modality, severity of disease, and individual socioeconomic status. The comorbidities of each patient was based on the modified Charlson Comorbidity Index score, which has been widely used in recent years for risk adjustment in administrative claims data sets [17] .
This study used enrollee category (EC) as a proxy measure of socioeconomic status (SES), which is an important prognostic factor for cancer [18, 19] . The cancer patients were classified into 3 subgroups: high SES (civil servants, full-time or regular paid personnel with a government affiliation or employees of privately owned institutions), moderate SES (self-employed individuals, other employees, and members of the farmers' or fishermen's associations), and low SES (veterans, low-income families, and substitute service draftees) [20] .
Statistical Analysis
The SAS statistical package (version 9.2; SAS Institute, Inc., Cary, N.C.) and SPSS (version 15, SPSS Inc., Chicago, IL, USA) were used to analyze data. A p-value of P,0.05 was used to determine statistical significance.
The cumulative 5-year survival rates and the survival curves were constructed and compared using a log-rank test. Survival was measured from the time of cancer diagnosis by using overall death as censoring variables. The Cox proportional regression model and the survival analysis with propensity score stratification were used to compare outcomes between different physician caseloads.
(1) Cox Proportional Hazards Model
The Cox proportional regression model was used to evaluate the combined effect of surgeon and hospital volume on survival rates after adjusting for demographic variables and treatment modalities. The goodness of fit of the regression model was evaluated by the deviance of 22 Log Likelihood.
(2) Propensity Score Propensity score stratification was applied to replace the wide host of confounding factors that may be present in an observational study with a variable of these factors [21, 22, 23, 24] . To derive the propensity score in this study, patient characteristics were entered into a logistic regression model predicting selection for different category of the providers. The characteristics included the year in which the patient was diagnosed, age, gender, the Charlson Comorbidity Index score, geographic area of residence, and treatment modality. The effect of caseload assignment on the 5-year survival rate was analyzed within each quintile. The Mantel-Haenszel odds ratio was calculated in addition performing the Cochran-Mantel-Haenszel x 2 test.
Results
A total of 3620 deaths (31%) were identified from the total sample of 11677 patients that underwent curative surgery with or without adjuvant therapy between 2002 and 2006. The characteristics of the patients are summarized in Table 1 . 5933 (50.8%) cancer patients were treated by high-volume surgeons in high-volume hospitals, 1392 (11.9%) by low-volume surgeons in high-volume hospitals, 1591(13.6%) in high-volume surgeons in low-volume hospitals and 2761 (22.9%) in low-volume surgeons in low-volume hospitals. Patients treated by low-volume surgeons in low-volume hospitals were more likely to be older, reside in suburban and rural areas, live in central, southern and eastern Taiwan, and to have lower socioeconomic statuses. Table 2 showed the association of surgeons and hospitals. High-volume surgeons were more likely to perform surgeries in high-volume hospitals among breast cancer, colorectal cancer, prostate cancer and head and neck cancer treatment. Table 3 shows the combined effects of surgeon and hospital caseloads on 5-year survival rates. Patients treated by low volume surgeons in low-volume hospitals had the poorest survival rates (Figure 2a-e) . Table 4 shows the adjusted hazard ratios based on the Cox proportional hazards regression model after adjusting for patient comorbidities, geographic location, type of residence, and treatment modalities. The negative association between survival and surgeon and hospital caseloads remained statistically significant in the multivariate analysis. To ensure the observed effect of volume is not influenced by older age and comorbidites, we repeat the Cox regression analysis after sequentially removing age and comorbidites. Model A (without age and Charlson Comorbidity Index Score) in Table 5 showed the impact of provider volume remained robust. Cancer patients treated by low-volume surgeons and low-volume hospitals had poorer survival rates for major cancers.
Cox Proportional Hazards Model Analysis
Propensity Score Analysis
Stratification according to propensity scores and assessment of the combined effects of surgeon and hospital caseloads on survival were performed among the patients treated by high-volume surgeons in high-volume hospitals and low-volume surgeons in low-volume hospitals (Appendix S2). Table 6 shows the survival rates for both caseload groups after stratification. In most situations, patients treated by high-volume surgeons in highvolume hospitals had higher 5-year survival rates. The p-value for Cochran-Mantel-Haenszel statistics comparing survival rates for low-volume surgeons in low-volume hospitals and high-volume surgeons in high-volume hospitals, controlling for propensity scores, was ,0.001. The patients treated by low-volume surgeons in low-volume hospitals had higher mortality rates. The adjusted 5-year survival rates for patients treated by low-volume surgeons in low-volume hospitals were lower than patients treated by highvolume surgeons in high-volume hospitals.
In summary, cancer patients treated by low-volume surgeons in low-volume hospitals had poorer survival rates. The result was robust as the survival rates were determined using both the Cox proportional regression model and stratification by propensity scores.
Discussion
Patients who underwent treatment by low-volume physicians in low-volume hospitals had lower survival rates. The adjusted volume. (2) Surgeons were further categorized by their total patient volume by using unique hospital identifiers in this database. The cancer patients fell in to three approximately equal groups based on surgeon volume. (3) These cancer patients were then linked to the death data extracted from the catastrophic illness and cancer dataset covering the years 2002-206. (4) 5-year survival of the cancer patients were analyzed according to hospital volume or surgeon volume stratified by tumor sites. (5) In Lung cancer and prostate cancer, survival curves of the medium and low hospital/surgeon group were similar. So the medium and low groups were merged as the ''low volume''. (6) In breast cancer, colorectal cancer, and head and neck cancer, survival curves of the high and medium hospital/surgeon group were similar. So the high and medium groups were merged as the ''high volume''. (7) The cutoff point of each cancer in hospital level or surgeon level was derived from the above procedures (5) and (6 hazard ratio ranged from 1.3 in head and neck cancer to 1.8 in lung cancer. This negative association remained statistically significant when analyzed using propensity scores. Payers should conduct some interventions and sponsor quality improvement research.
Benefits have been associated with increased caseloads in the treatment of acute myocardial infarction, transphenoid surgery, shoulder surgery, carotid endarterectomy, etc [25, 26] . The magnitude of the volume-outcome association varied greatly in different procedures [15] . Previous studies have explored the positive association of high physician or hospital volume on cancer survival rates or perioperative mortality and length of stay [4] , [7, 8, 9, 27, 28] . Several studies from Taiwan have reported the positive association of surgeon caseload or hospital caseload and cancer outcomes [16, 29, 30] . However, only a few studies have reported on the combined effects of physician and hospital caseloads on cancer survival [14] . Our study reported the results of the combined effects of surgeon and hospital caseloads, and the results were validated using two different multivariate analyses.
The quality of the risk-adjustment technique in analyzing administrative information is an important issue [31] . The Cox proportional hazard model was used to evaluate the effect of different combinations of physician and hospital caseloads. Cancer patients treated by low-volume physicians in low-volume hospitals were found to have a higher risk of mortality after adjusting for comorbidities, and other confounding factors. However, there were some differences with regard to age, and clinical condition between different caseload groups. In the second part of our series propensity scores were used to stratify the patients into five groups with similar propensity scores in order to reduce the effects of selection bias between the different caseload groups [22, 23, 32] . Cancer patients treated by low-volume physicians in low-volume hospitals were found to have poorer outcomes. Differences in the case mix and caring process between high-and low-volume providers may explain some of results we observed [12] . Table 3 . Five-year survival rate according to hospital volume and surgeon volume (n = 11677). In Taiwan, and most other countries, cancer treatment is conducted by a team. In fact, high-volume physicians represent high-volume teams. It is possible that high-volume physicians, who coordinate large experienced teams, including radiation oncologists, hematology oncologists, radiologists, and specialized nurses, are of paramount importance for the treatment of cancer. Several hypotheses for the volume-outcome relationship have been proposed. The ''practice makes perfect'' concept suggests that increased caseloads may help physicians or hospital staff develop skills and execute treatment procedures more effectively, as is the case with surgical procedures, chemotherapy, irradiation, and manipulation of radiation oncology teletherapy units. Achieving complete excision with a tumor-free margin with regional lymph node dissection is crucial in the treatment of most cancers. A positive surgical margin and regional lymph node metastasis are the most significant predictive factors for breast cancer, lung cancer, colorectal cancer, and oral cancer [33, 34, 35] , [36, 37] . Adequate and well-performed regional lymph node dissection and a successful complete excision of the primary tumor may be the crucial procedures for success in cancer treatment. High-volume surgeons may have the surgical skills and experience necessary to perform these procedures. In treating early-stage breast cancer, Gilligan et al. [38] . reported that high-volume surgeons were significantly more likely to provide care which adheres to National Institutes of Health recommendations because of the higher volume of axillary lymph node dissection patients who underwent either breast-conserving surgery or mastectomy. High-volume surgeons are more likely to cooperate with fixed hematology oncologists who are familiar with chemotherapy, determining cycles of chemotherapy, choice of chemotherapy regimen, and treatment of complications. The radiation oncologists on a highvolume team may also be more familiar with appropriate radiation doses [24] .
Adherence to treatment guidelines could be one of the reasons why high-volume providers have better outcomes. High-volume physicians may use effective treatment strategies more often than low-volume physicians [25] . High-volume surgeons also often adopted multi-disciplinary approaches, while low-volume surgeons were less likely to interact with oncologists or attend multidisciplinary meetings for breast cancer series [39] . Combined therapy utilization may also be one of the reasons for better outcomes in high-volume physicians who treated cancer. Lowvolume physicians in low-volume hospitals may not follow international treatment guidelines. For cancer treatment, the combined effects of low-volume surgeons and low-volume hospitals reached the highest hazard ratio of 1.8 in lung cancer. Resection of lung cancer and the subsequent intensive care is the corner stone of lung cancer surgery treatment. Lung cancer treatment relies on surgeon experience, hospital hardware and Table 4 . Cox regression according to hospital volume and surgeon volume (n = 11677). well-trained staff members, which emphasizes the effects and importance of both surgeon and hospital volume [8] . Socioeconomic status may affect the patient's choice of hospitals or surgeons through several mechanisms [40, 41] . Cancer patients with low SES were more likely to seek medical advice or undergo treatment in regional or district hospitals, and low-caseload hospitals, which were negative prognostic factors in cancer survival rates [40] . This could be due to the unequal distribution of hospital resources. Patients with low SES were more likely to reside in suburban or rural areas in which there were fewer medical centers or large public hospitals. Furthermore, cancer patients with low SES were less likely to choose high-volume providers due to a lack of health care information.
The ''selective referral hypothesis'' suggests that high-volume physicians may be chosen by healthier patients or patients with early-stage diseases [6] . It is also possible that high-volume provider are referred sicker patients or patients with advanced stage, which would actually strengthen the results of our study [42] . This is true in this dataset. High-volume provider treated cancer patients with higher Charlson Comorbidity Index Score (Table 1) .
How could our findings be applied to policy intervention? First, it may be beneficial to limit the performance of cancer surgery to medical centers or high-volume providers. This approach had been endorsed by a number of researchers [11, 43, 44] . Second, research organizations and payers, such as the Bureau of National Health Insurance, may sponsor clinical quality improvement research to identify care and treatment strategy differences between providers with different caseloads. Treatment strategies of high-volume surgeons in high-volume hospitals may be analyzed and put into practice in other areas around the country in order to improve survival rates. Third, for high-volume physicians, payers may encourage them, or consider using incentive measures, to serve as expert consultants to lowvolume physicians in low-volume hospitals in order to improve healthcare quality and survival rates. Fourth, public interventions, such as treatment guidelines or quality of care reports for hospitals could be offered to cancer patients, especially for those in low SES or in suburban/rural areas. Fifth, quality improvement in cancer care, such as multidisciplinary conferences, implementation of institutional governance procedures, and standardization of cancer-care, could be conducted in lowvolume hospitals [45, 46] . However, we have to know that encouraging payer to reward or punish hospitals and surgeons is a double edge sword. One third to one half cancer patients in this study were treated by low-volume surgeons or hospitals. Shifting cancer resection from low to high provider may destabilize low and rural hospitals and surgeons.
Our study has several limitations. First, the relationship of the stages of the different cancers and provider caseloads could not be assessed because cancer stage data was not included in the database. However, Begg et al. revealed that cancer stage and patient age were independent of caseload volume in a SEERMedicare linked database [5] . Second, using surgeon volume as a surrogate may have some limitation. The appearance of a low volume surgeon may be attributed to that some surgeons operate in more than one hospital. Among the National Health Insurance system in Taiwan, this phenomenon is rare. Third, the observed variation may be attributed to coding errors or code creeping, and the information on postoperative complications, length of hospital stay and re-admission rates may be added in the further studies [47] . Fourth, instead of cancer-specific survival rates, the overall survival rate was used. But, Roohan et al. reported no significant difference between survival models for overall survival and breast cancer-specific survival rates [10] . Fifth, the extreme high volume provider may have negative effect. However, we used dichotomized volume for analysis which prevented us to answer this question. Another limitation of our study is the issue of over-fitting when we established cutoffs by the previous methods [16] . A better method such as taking a random sample of 25-50% of the cancer patients in the database and apply this methodology used to determine the cutoffs for each cancer for low and high volumes, and then validate the methodology and cutoffs by examining the remaining cancer patients with those cutoffs. Given the robust magnitude of the effects and statistical significance of the effects in this study; however, these limitations are unlikely to compromise our results.
In summary, our findings provide support for the combined effects of surgeon and hospital caseload volume with regard to survival outcomes for major cancers. After analysis via the Cox proportional hazard model and propensity scores, there was a clear association between low-volume surgeons in low-volume hospitals and poorer 5-year survival rates. Treatment strategies adopted by high-volume physicians may be further analyzed and utilized to improve overall survival rates of cancer patients. Payers may encourage low-volume physicians to participate in more training workshops and follow cancer treatment guidelines in order to improve patients' survival rates.
